Introduction

National prevalence measures on co-occurring addiction and mental health disorders
In the US, it is estimated that approximately 4% of all adults have co-occurring addiction and mental health disorders, with 8.9 million suffering from any mental illness and substance use dependence and 2.8 million suffering from serious mental illness and substance use dependence (SAMHSA, 2010) . Also, of those with a substance use disorder (20.8 million), it is estimated that 42.8% had co-occurring mental illness, and of those with any mental illness, 19.7% have co-occurring substance use dependence (SAMHSA, 2010) .
With respect to the Scandinavian countries, only a few studies have been conducted that explore the presence of cooccurring addiction and mental health disorders. A summary by Öjehagen (2011) concludes that the prevalence of co-occurrence in Sweden is very similar to those found in international studies. In 1995, among a sample of Icelandic clients in addiction treatment, 76% had a lifetime prevalence of mental disorders including antisocial personality disorder (Tómasson & Vaglum 1995) . Clients in compulsory care for addiction in Sweden were found to have a lifetime prevalence of mental disorders ranging from 52% to 82% (Gerdner, 2004) . From Norway, Landheim, Bakken and Vaglum (2002) report lifetime prevalence of agoraphobia to be 48%, social phobia to be 47%, and depression to be 44% according to a computerized structured interview (CIDI) used in a survey on clients from different parts of the addiction treatment system.
Why integrate addiction treatment and mental health systems; pros and cons
Pros
There are several reasons why an integrated model of combined addiction treatment with mental health treatment has emerged as an effective and useful method for approaching recovery from co-occurring disorders. For one, the integrated service model responds to the multiple needs of persons with substance abuse disorders in the likelihood that they will also suffer from mental health or serious mental health disorders and be exhibiting psychological distress at the time of entry (Clark, Power, Le Fauve & Lopez, 2008; Drake, Mueser & Brunette, 2007; SAMHSA, 2010) .
Secondly, persons receiving integrated services may also have a better chance of a speedier and more successful addiction recovery and retention in treatment than do individuals receiving non-integrated care (Grella & Stein, 2006; Drake, Mercer-McFadden, Mueser, McHugo, & Bond, 1998) . Third, at the organizational level, integrated services allow mental health clinicians and addiction treatment specialists to collaborate and fully attend to client needs using a team approach to maximize opportunities for a positive and long-term recovery and for both disorders to be addressed simultaneously.
In many cases, integrated treatment means a client has a treatment team -that is, clinicians, doctors, and case managers that are not just aware of the client's multiple disorders but implement treatment based on the experience of co-occurring issues. In this way, integration of services requires programs and counselors to be pre- (Brouselle, Lamothe, Sylvain, Foro, & Perreault, 2010; Mueser, Noordsy, Drake, & Fox, 2003) . In this vein, it may be true that some integrated programs continue to offer both types of "siloed" treatment services and in fact do not address the co-occurrence of both disorders at all. We know that co-occurring disorders may have a synergistic effect, that is, the sum of both a substance abuse and mental health disorder may be greater than the two parts, and the possibility of specialized, individual services under an "integrated" label may be less useful to clients and their families.
There is some evidence that the successful implementation of an integrated clinical model is dependent on the extent to which the system supports and replicates this shift (Drake et al., 1998; Minkoff, 2001) , and so without administrative and systemic support, a shift to integrated services may prove futile. It also may be the case that because many organization and systems-level components must occur symbiotically for successful integrated services, some providers may face too many barriers for implementation as they must consider funding, conflicting treatment philosophies, administrative and accountability challenges, and the need for coordinated, multi-dimensional approaches to training and client care (Burnam & Watkins, 2006; Sacks et al., 2013) . In Sweden, a barrier to integration may be the diffuse division of responsibilities for services provided. For example, the local authorities are largely responsible for compulsory care in addiction treatment and the county councils are responsible for detoxification and any measures of medical treatment.
Additionally, despite the existence of a number of compelling evidence-based practices, there is a lack of research evidence regarding the benefits of an integrated system over separate treatment systems, which also can be effective (CSAT, 2007b; Wahlbeck, 2010 (Kuussaari & Partanen, 2010; Wahlbeck, 2010; WHO, 2010) .
In the past few decades, national steps (Nesvaag & Lie, 2010) .
In Finland, mainstreamed service pro- In the study presented here, the authors will first describe the extent to which clients describe having any mental health problems, significant mental health problems, and use of mental health services.
Second, staff ratings of mental health severity will be presented. Third, we will present results from prior studies (Arme- Sweden has seen challenges in the training of the instrument to providers in social services and health care settings, such as staff resistance, organizational capacity, and client acceptance (Wicks, 2004; Engström, 2005) . In light of this and the fact 
Results
Univariate statistics
As 
Multivariate statistical analysis: demographic characteristics and significant mental health problems
A logistic regression model (Table 3) given the sample size and the mean differences seen at the bivariate level, these differences are not likely to be of import.
Immigrant status was not significant at the multivariate level.
Interviewer Severity Rating
With respect to staff assessment of the mental health status of their clients, using the Interviewer Severity Rating (ISR), these scores identified that on a scale of 0 to 9, with 9 being the most severe needs, the average mental health score for clients was 3.5 (SD 2.6). With respect to interpreting this score, Cacciola, Pecoraro and Alterman (2008) used ROC analyses to determine ISR cutoff scores for "the presence or absence of a current non-SUD Axis I psychiatric disorder" (p. 83). The cut-off they provide is ≥3. In the current study, 62.5% of clients are at or above this score, while 54.1% of clients are above an ISR score of 4. Also, it should be noted that 70.6% of females were above the ISR cutoff, compared to 58.9% of males (p<.000).
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Conclusion and discussion
First, clients and interviewer assessment data indicate that between half to threequarters of all clients repoted some mental health symptoms when they were assessed for substance abuse. Also, 18.6% of clients were reported to have significant mental health problems at assessment. 
Research implications
One of the findings is that client self-report of severity of mental health were generally found to be fairly consistent with inter- 
Limitations
Given that the sample in this study were assessed for a substance use disorder through the Swedish national public welfare system, the individuals studied are more likely to have lower incomes and be more marginalized than the general population. Even though those conducting the assessment interviewers were trained in using the ASI, they were clinical social workers and not trained research inter- 
